Background: The nervous system is among the most frequent and serious target of HIV infection, occurring in patients with profound immunosuppression even some time neurological disease is the first manifestation of symptomatic HIV infection in 10-20% of patients.
INTRODUCTION
It is estimated that India had approximately 0.12 million new HIV infections in 2009. [1] The nervous system is among the most frequent and serious target of HIV infection, occurring in patients with profound immunosuppression even some time neurological disease is the first manifestation of symptomatic HIV infection in 10-20% of patients. [2-4] The true prevalence of HIV related neuroinfections and pathology is not available due to inadequate medical facilities, social stigma and ignorance that lead to underdiagnosis. [5] Published reports of Neurological manifestations of HIV infection specially from this part of country are limited where some opportunistic infections are more common. So in this study we planned to study the clinical, investigation profile and various neurological disorders in HIV positive patients and to correlate neurological manifestations in HIV patients with CD4 Counts. Exclusion Criteria: Patients with pre-existing neurological disease (cerebrovascular accidents, epilepsy, parkinsonism, drug abuses) were excluded from the study group.
MATERIALS AND METHODS

40
A detailed history, physical findings with thorough neurological examination were done. Apart from routine investigations, CD4 cell count was measured by standard flowcytometry. Other diagnostic investigations like MRI brain, CSF (cerebrospinal fluid) examination, electromyography (EMG) and nerve conduction study (NCS) were also done whereas required. Final outcome was measured. Study was approved by local ethical committee. Headache was the commonest neurological symptom seen in 25 (62.5%) patients, meningitis being the most important cause. Altered sensorium was found in 55%. Signs of meningeal irritation were present in 50% of the cases. 11 patients (27.5%) have motor weakness inform of hemiparesis .Cranial nerve involvement was seen in 7 (17.5%) patients, among them 7 th cranial nerve was the most common seen in 6 patients. Convulsion was reported in 10 (25 %) of the patients. Ataxia was found in 4 patients (2 Cerebellaar ataxia, 2 Sensory ataxia). Dysthesia in form of tingling numbness & burning sensation was present in 7 out of 8 patients.
RESULTS
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Choreoathetoid movement was present in one patient. Amongst the non-specific symptoms fever was commonest presentation in 30 cases (75%) ( Table-2) . Low figure of female infection rate is due to the admission pattern in most hospitals and social pattern (lifestyle) in our society where females are decreased to household activities and socialize less compared to males. Predominantly heterosexual transmission was observed, (95%).
Multiple partners and contact with CSWs was the cause of heterosexual transmission, as it is found in other studies. [13, 14] This is in contrast to the western studies where homosexual transmission is more common. [9, 15] The commonest neurological complication of HIV infection in this study was due to tubercular involvement of the CNS. It was seen in 16 patients (40%), out of them, 15 had tubercular meningitis, and 1 had intracranial tuberculomas. Tuberculosis is wide-spread and rampant in our country, due to poor hygiene and poor socioeconomic states. 8 patients (20%) were found to have HIV associated peripheral neuropathy, among them 5 had painful distal symmetrical polyneuropathy (DSPN), 1 had chronic inflammatory demyelinating polyneuropathy, & 2 had ART induced neuropathy. Tingling & numbness & burning sensation were the most common clinical presentation (87.5%), 3 case presented with quadriparesis (37.5%). These findings are similar to a study by Snider et al and higher than some other studies. [9,10,15] Mean CD4 value was 178/µl in these patients which indicate that peripheral neuropathy is commonly a late presentation in majority of cases. 4 (10%) patients were diagnosed to have Cryptococcal meningitis, which is very less than few other studies [16] ( Table-5 (20 cases) . Three patients (7.5%) were diagnosed to have CVA, one patient of them had infarct in right basal ganglia and other two other two presented with cerebellar ataxia had infarct in cerebellum. The incidence of CVA in the present study is similar to some other studies. [9, 15] Sensory ataxia was present in 2 cases of peripheral neuropathy. Average CD4 count in Cryptococcal meningitis and TBM was 119/µl and 178.62 respectively. CSF abnormality was found in 26 patients (65%), which is similar to a another study. [18] Cranial imaging was done in 28 patients. Out of which 18 (64.29) Patients had abnormal findings [ 
CONCLUSION
Most of the neurological sign symptoms are due to secondary causes which vary according to the geographical areas. So the knowledge of epidemiology of neurological presentation may help in early diagnosis and treatment of patients.
